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The Koebner phenomenon occurs after a variety of
traumatic insults. It involves the development of
pathological lesions at distant sites following
trauma in patients with cutaneous diseases.8 It is
well described in cases of psoriasis and other der-
matological conditions.11 It has been reported after
insect bites, burns, tattoos and surgical wounds.
Pseudo-Koebnerization is used to describe the
spread of an infective agent in the traumatised
area.6
This is a case of a patient who developed this
phenomenon after venous venepuncture with no
previous history of tuberculosis.
Case report
A 57-year-old Asian lady presented with a 3-month
history of an enlarging swelling on the dorso-ulnar
aspect of her hand after multiple attempts at blood
venepuncture. She also had a longstanding history
of left iliac crest pain with thigh paraesthesia.
There was no past history of tuberculosis or recent
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swelling on the dorsum of her hand with limited
flexion of the MP joints (Fig. 1). The swelling was
cool, tender and fluctuant. General examination
showed tenderness over the left iliac crest. Hip
movements were painfree with a normal range of
motion. Spinal examination was normal.
Blood tests revealed raised inflammatorymarkers
with a CRP of 15 and ESR of 47. The urate level
(187 mmol/l) and WCC (6.88) were within normal
limits.
Left hand radiographs showed periosteal reaction
around the midshaft of the ring finger suggesting
osteomyelitis (Fig. 2a).
An ultrasound and MRI scan was requested for
preoperative localisation of the swelling. A surgical
biopsy was planned. The ultrasound scan and MRI
confirmed a large collection on the dorsum of the
hand deep to the extensor tendons and involving the
interossei (Fig. 2b).
Chest radiograph was normal. A pelvic radiograph
showed a circular lytic lesion within the left iliac
crest (Fig. 3a). Further MRI scanning revealed an
ilio-psoas abscess with a collar stud abscess through
the left iliac wing (Fig. 3b). An ultrasound-guided
aspiration of this pelvic collection was carried out.
Surgical biopsy specimens from the hand swelling
showed granulomatous inflammation. Ziehl Neelson
stains were negative as were cultures for mycobac-
teria and fungi. The investigations and histologyNC-ND license.
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Figure 1 Preoperative photograph of diffuse dorsal swelling over venepuncture site.were strongly suggestive of TB and a course of anti-
tuberculous treatment (Rifampicin, Ethambutol and
Pyrazinamide) was started. She had a good response
to treatment.
Latest follow up showed excellent recovery. She
had a well-healed wound with full painfree finger
flexion. A repeat MRI scan showed resolution of the
iliacus abscess.Figure 2 (a) AP hand radiograph showing periosteal reactio
localized collection on dorsum of hand.Discussion
The Koebner phenomenon was first described by
Dr. Heinrich Koebner in 1876 who discovered the
appearance of psoriatic lesions in traumatised skin.
This has now been described for a whole range of
dermatological and infectious conditions.7 The pre-
disposing trauma can vary from closed blunt injury ton around the ring metacarpal. (b) MRI scan of hand with a
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Figure 3 (a) AP Pelvis radiograph with a circular lytic area in the left ilium. (b) MRI scan of pelvis showing a large pelvic
abscess communicating via the ilium to the gluteal area.surgical incisions. There is controversy over thedepth
of injury required, the phenomenon usually occurs
after both the epidermis and dermis are damaged.
The lag period before development of lesions is
usually weeks but has been reported up to 2 years.11
This the second reported case of tuberculosis
gumma after venepuncture in the literature,10 in
our patient this led to a new diagnosis of pelvic
tuberculosis.
Previous reports have shown the development of
tuberculous gumma after blunt injury to the chestwall9 and experimental animal studies have shown
cases of tuberculosis to localise around sites of
injury.2,3 Reactivation of cutaneous tuberculosis1
and tuberculosis after contaminated needle stick
injury are well documented.5
The pathogenesis of this condition is not well
understood. The injury, such as a venepuncture site
haematoma may act as a focus for blood bourne
bacilli to settle and develop into an abscess.3 There
appear to be no specific anatomical preferences for
the phenomenon.
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and requires the correlation of clinical findings with
diagnostic testing. In addition to traditional acid fast
bacilli smears andcultures,whichareoftennegative,
therehasbeenthe increaseduseofpolymerisedchain
reaction (PCR).4 In this case the histology showed
granulomatous inflammation, which was highly sug-
gestive of mycobacteria infection, and there was a
good response to anti-tuberculosis therapy.
Our case highlights the importance of general
examination in the assessment of hand swellings.
Cutaneous tuberculosis is usually associated with
systemic disease. This lady had a pelvic collection
tracking via her iliac wing, which had not been
previously identified and responded well to aspira-
tion and anti-tuberculosis treatment.
A painless cold abscess should lead to a high index
of suspicion of underlying tuberculosis.
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